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Twenty-Five Years of HIV/AIDS — United States, 1981-2006 


On June 5, 1981, MMWR published a report of Pneumoc 
pneumonia in five previously healthy young men in 


' 
These cases were later 


Los Angeles, California (Figure) (/ 


recognized as the first reported cases of acquired immunode 
ficiency syndrome (AIDS) in the United States. Since that 
time, this disease has become one of the greatest public health 
challenges both nationally and globally. Human immunode 
ficiency virus (HIV) and AIDS have claimed the lives of more 
than 22 million persons worldwide, including more than 
500,000 persons in the United States. 

In 2006, more than | million persons are living with HI\ 
AIDS in the United States, and an estimated 40,000 new HI\ 
infections are expected to occur this year (2). Since the begin 
ning of the epidemic, countless persons and organizations, 
inside and outside of government, have mobilized to prevent 
and treat this disease. These efforts have been enhanced by 
the commitment and involvement of those living with HI\ 
AIDS. At this milestone marking the 25th year of AIDS, one 
way to recognize those persons who have died and those who 
have been affected by this epidemic is to accelerate the devel 


opment of measures for preventing HIV transmission. 


Successes in HIV Prevention 

CDC's overarching HIV-prevention goal is to reduce the 
number of new HIV infections and to eliminate racial and 
ethnic disparities by the promotion of HIV counseling, test 
ing, and referral and by encouraging HIV prevention among 
both persons living with HIV and those at high risk for con- 
tracting the virus (3). 

he decrease in mother-to-child (perinatal) HIV transmis 
sion is a public health achievement in HIV prevention in the 
United States. The number of infants infected with HIV 
through perinatal transmission has decreased from 1,650 dur 
ing the early- to mid-1990s to 144-236 in 2002 (4). This 


decline is attributed to multiple interventions, including rou- 


FIGURE. MMWR report on Pneumocystis pneumonia in five 
previously healthy young men in Los Angeles — June 5, 1981 














tine voluntary HIV testing of pregnant women, the use of 
rapid HIV tests at delivery for women of unknown HIV sta- 
tus, and the use of antiretroviral therapy by HIV-infected 
women during pregnancy and by infants after birth. 
Widespread availability and use of diagnostic and screening 


tests for HIV infection to promote individual knowledge of 
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HIV serostatus and to ensure the safety of the nation’s blood 


supply has been another success. Since the mid-1980s, blood 

] | 1*] 
donor screening methods and testing technology have steadily 
improved; today, with nucleic acid testing, the risk 


transmission is estimated at as low as one per 2 mill blood 


donations (5). Widespread HIV testing promotion ai 
have resulted in approximately 50% of persons aged 

in the United States reporting that they have had an 

(6), with a high proportion of those at increased risk (e.; 
who have sex with men [MSM] and injection-drug 
reporting having an HIV test during the preceding year (6 


} 
a vpeen 


National HIV-prevention initiatives ha 
by HIV-prevention programs of state and local healt 
ments, community-based organizations, and other 
8). Prevention icluding drug treatmen 
grams, peer outreach, and risk reduction, have contril 
a steady decline in new HIV/AIDS diagnoses an 
tion-drug users in 35 area ith V reporting, fre 
mated 8,048 in 2001 to 5,962 in 2004 (9). Another | 
success has been the diffusion of evidence 


behavioral intervention sls) for primary 


HI\ 


SONS 
| } 
able tO oDtain 


adopt protect 


their partners 


Remaining Challenges 
Despite these 
AIDS continue 


\ 


the United States. An estimated 252 312,000 HI\ 


infected person 
I 


infection 


HIV to oth 


‘ , 
Certain subpopu 


t 


accounti 


imatel +~ of newly 
cumulative 
\ recent survey indicated that in 
cities, approximatel ir MSM surv 
ly 50 


ues is infected with HIV, and near 


unaware of their HIV infections (/2). Moreover 


] ] | ‘ ] 
were least likely to know they were infected 


racial/ethnic minority populations consistently demon 


higher prevalence than white MSM. Annual HIV incidence 


among MSM is higl inging from 1.2% to 8.0 


D 
Racial and ethnic communities aisO are GISpropo 


tionately aftec \IDS (73). During 2001—2004 








Vol. 55 / No. 21 


MMWR 587 





reas with HI\ reporting, 51% of all new HIV/AIDS 
diagnoses were among blacks, who account for approximatels 
13% of the U.S. population (/4). Of these, 11% (12,650) of 
HIV/AIDS diagnoses in men were in black men who were 
infected through heterosexual contact, and 54% (23,820) of 
HIV/AIDS diagnoses in women were in black women infected 
heterosexual contact. Today, women account for 
nately one quarter of all new HIV/AIDS diagnoses 

2002, HIV infection was the leading cause of death 


] 


black women aged 25—34 years. 


: 
. ee A ee 
scaling up of the diffusion of effective behavioral inter 


ventions (e.g., DEBIs) is required; however, limitations exist 
bility to meet current training and technical assis- 

as well as states’ abilities to implement them 

r gaps include the lack of data regarding the 

ftectiveness of adapting DEBIs to all at-risk populations (/5). 


] 


1 1 ' , , 
he community-level workforce might be 


many ocales, t 
kened by attrition, fatigue, and inadequate program skills 
15,16). ¢ hanging public perceptions of HIV/AIDS in the 
nited States, coupled with the widespread availability of 
ghly active antiretroviral treatment, has led to the widespread 
f that AIDS is no longer a problem or a severe disease in 
ited States (/ 7). Although 26% of persons in the United 

tes consider AIDS as a top health concern for the nation 
ynd only to cancer [35%]), the proportion who see it as 

the number one health problem has declined during the past 


vears (18). Complacency, stigma, and discrimination pet 


ist and all decrease motivation among persons and commu- 


to adopt risk-reduction behaviors, get tested for HIV, 


wccess prevention and treatment services (/9). 


New Strategies 


Despite these challenges, substantial opportunities remain 
enhance and demonstrate the effectiveness of HIV 
ition measures. New strategies will need to be combined 
1 a scaling up of traditionally effective interventions that 
ire tailored for local epidemiology and context to maximize 
public health impact despite resource constraints. 
Partnerships. Eliminating HIV/AIDS in the United States 


1 by any single agency or group, but will 


annot be achievec 
require public health partnerships comprising persons, com 
wencies, and the private sector. Strong partnerships 
ire especially important to address stigma and discrimination 
and to promote greater acceptance of those living with HI\ 
AIDS. Religious and business communities and correctional 
nd mental health services all need to be part of a national 
mobilization in the prevention of HIV transmission (20). 


J 1 
Improved collaboration across government agencies is also 


required to provide a unified public health infrastructure dedi- 


cated to research, prevention, treatment, care, and rehabilita- 
ti\ e services for persons affected by HI\ AIDS. 

Increased access to voluntary HIV testing. For the esti- 
mated quarter of a million persons living with HIV who are 
unaware of their HIV infection, testing is the gateway to life- 
saving treatment. Persons who know they are infected with 
HIV are more likely to take steps to prevent themselves from 
transmitting the virus to others (2/). To reduce the number 
of persons with undiagnosed HIV infections, a sustained 
expansion of access to and uptake of HIV testing will be 
required. This reduction can be achieved by making volun 
tary HIV testing a routine part of medical care, reducing the 
barriers to HIV testing, and ensuring easy access to new rapid 
HIV tests that, in many jurisdictions, can be performed by 
trained persons who are not clinicians (22-24). 

Prevention messages focused on both HIV-positive and 
HIV-negative persons. Providing culturally and contextually 
appropriate Messages Is essential to help persons at risk avoid 
contracting HIV infection and to help those who are infected 
with HIV avoid transmitting the virus. Prevention messages 
also need to focus on the role of alcohol and drug abuse in 
HIV risk. Substance abuse (via injection drugs, alcohol, or 
methamphetamines) can facilitate risky behaviors among per- 
sons who might otherwise protect themselves and others from 
HIV. Preventing substance abuse and increasing access to sub- 
stance-abuse treatment are examples of effective interventions 
for reducing HIV transmission. 

Integrated prevention programs. Federal, state, and local 
prevention measures are increasingly focused on maximizing 
public health impact for any given program. One approach 
to increasing program effectiveness is increasing the develop- 
ment and implementation of integrated HIV-prevention pro 
Several integrated programs exist across the nation, 
combining HIV, sexually transmitted disease (STD), viral 
hepatitis, mental health, and substance abuse services (25—27). 
Effective integration requires that program leaders 1) better 
define program integration goals, 2) identify best practices in 
the field and ensure that they are disseminated and imple- 
mented widely, 3) implement policies and regulations that 
enhance and support integration at local levels, and 4) evalu- 
atc the most cost-eftective strategies. 

Improved monitoring of new HIV infections. Reliable, 
population-based data are essential to track the HIV epidemic 
and target prevention measures accurately. For decades, AIDS 
surveillance has been a cornerstone of national, state, and 
local efforts to monitor the scope and impact of the HIV epi- 
demic. However, AIDS surveillance data no longer accurately 
describe the full extent of the epidemic because effective thera- 


pies have slowed the progression of the disease. Since 1999, 
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Epidemiology of HIV/AIDS — 
United States, 1981-2005 
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For the analysis of trends and the impact of HAART on thes 
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TABLE. Estimated numbers* and percentages of HIV/AIDS? and AIDS cases, by year of diagnosis and selected characteristics — 


United States, 1981-2004 





AIDS HIV/AIDS 





1981-1995 





1996-2000 2001-2004 2001-2004 











Characteristic No. (%) 


No. (%) No. (%) No. (%) 





Sex 
Male 
Female 

Age group (yrs) 
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observed, partict since 1996 (Figure 2). The proportion 


of persons living at 2 years after AIDS diagnosis was 44% fot 


those with AIDS diagnosed from 1981—1992, 64 tor 1993 


1995, and 85% for 1996—2000. Survival for more than 1 year 


after diagnosis for persons with AIDS diagnosed during 1996 
2003 was greatet umong Asians Pacific Islanders, whites, and 
Hispanics, than among blacks and American Indians/Alaska 


Natives (Figure 3 
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HIV/AIDS, Viral Hepatit D and TB Prevention (proposed), CD 


Editorial Note: HIV epidemiology continues to evolve. 
Although considerable progress has been made in reducing 
the impact of the HIV epidemic, certain populations, espe 
cially racial and ethnic minorities, continue to bear a dispro- 
portionate burden (6). Survival differences among racial and 
ethnic minorities might be attributed in part to late HIV 
diagnosis and differential access to care (7). Comprehensive 
and culturally sensitive approaches to prevention, treatment, 
and care are needed to reduce disparities in infection rates 


and disease progression. 
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FIGURE 1. Number of acquired immunodeficiency syndrome 
(AIDS) cases, by major transmission category and year of 
diagnosis — United States, 1981—2004* 


Defined as sexual contac 


HIV 


FIGURE 2. Percentage of persons surviving through June 
2005, by years after acquired immunodeficiency syndrome 
(AIDS) diagnosis cohorts during 1981-2003 and by year of 
diagnosis — United States 


\n estimated 252,000—3 12,000 persons in the United States 
are unaware that they are infected with HIV and, therefore, 
are unaware of their risk for HIV transmission (2). CDC and 
its partners are working together using a comprehensive 
approach to better understand risk behaviors and barriers that 
prevent persons from getting tested for HIV and accessing 
medical and preventive services (8). Analysis of data collected 
by the National HIV Behavioral Surveillance System, which 
surveys populations at high risk for HIV to assess prevalence 
and trends in risk behavior, HIV testing, and use of preven- 
tion services, revealed that of MSM surveyed in five U.S. cit- 


ies, 25% were infected with HIV and of those, 48% were 


FIGURE 3. Percentage of persons surviving through June 2005, 
by years after acquired immunodeficiency syndrome (AIDS) 
diagnosis during 1996-2003 and by race/ethnicity — United 
States 


Years after AIDS diagnosis 


unaware of their infection (9). These results underscore the 


need to increase HIV testing and prevention efforts among 


populations at high risk. 

With the advent of HAART, the overall progression of HIV 
infection to AIDS and from AIDS to death has slowed (70). 
Consequently, AIDS surveillance no longer serves as a reliable 


t 


surrogate for monitoring HIV-infection trends. Conducting 
timely, accurate, complete, and confidential name-based HIV 
surveillance, which includes both the initial and subsequent 
collection of relevant clinical and laboratory information (e.g., 
CD4 count, viral load), is critical for monitoring the chang- 
ing spectrum of HIV disease (//). The use of potent combi 
nation antiretroviral therapy has also been linked to the 
development of adverse consequences (e.g., metabolic com 
plications and viral resistance), which can pose challenges to 
clinical management (/2). CDC and its partners conduct 
supplemental studies to monitor clinical outcomes of HIV 
AIDS cases, including integrating laboratory technologies with 
HIV/AIDS surveillance to monitor variant, atypical, and drug 
resistant strains of HIV (/3). 

lhe national surveillance system for HIV/AIDS has evolved 
with advances in the understanding of this epidemic (4,//). 
The system now includes surveillance data from persons 
diagnosed with HIV to describe the epidemiology more accu- 
rately. CDC and the Council of State and Territorial Epide- 
miologists recommend that all states and territories conduct 
confidential, name-based HIV surveillance. As of May 2006, 
a total of 43 states and five territories had implemented con- 
fidential, name-based HIV-infection reporting. This integrated 
surveillance provides the only population-based monitoring 
of the HIV epidemic in the United States and provides 
invaluable epidemiologic data to local, state, and federal agen- 
cies to improve resource allocation, program planning, and 


evaluation for HIV-prevention and treatment services. 
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0G Achievements in Public Health 


Reduction in Perinatal Transmission 
of HIV Infection — United States, 
1985-2005 


During 2005 ted 92% of acquired immunodeft 
ciency syndrome | ises reported among children aged 
vears In the Un 1 Stat were attributed to mother-to 


1 transmissio1 uman imm iciency virus (HI\ 


unpuDlis led da 1006). Transmission can occur dui 


g pregnanc\ ibor, dé ery, or breastfeeding. Estimates of 


1 1 ] 7 7 
the number of perinat riiV infections peaked in 199] 
, 


Acknowledgments 1,650 (7) and declined t n im l ra ge Of 144-236 in 


2002 (CDC, unpublished dat . Thi 


S reduction 1S 
ributed to routine MLV screening I women 


References intiretro 


interventl 


Despite these gains, substantial ch: yes to reducing peri 


natal transmission Of Fil mM Very perinatal HI\ 


infection represents a sentinel health event, often indicating a 
1 ] 

woman who had undiagnosed HIV infection before pregnancy 

or did not receive appropriate interventions to prevent 





trans 
mission of the virus to her infant. Therefore, to strengthen 
ind sustain measures to maximally reduce perinatal transmis 
sion, public health activities should give high priority to col 
lection of data to identify where missed opportunities occu 


| 


] 
and target prevention efforts accordingly. 


Trends in Perinatal HIV/AIDS 


AIDS cases. Pediatric DS cases were reported as early as 
1982 (4 nber of perinatally acquired AIDS 
] 


cases in the United States peaked at 945 in 1992 (Figure) and 


I 
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FIGURE. Estimated number of cases of perinatally acquired AIDS,* 
by year of diagnosis — United States, 1985-2004t 


eee ; 
declined rapidly with ex 


mentation of appropriate 
an estimated 48 perinata 


i(5 


eported 
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1 decrease of ipprox! 


. a 
2004, approximately 38% of 


1 in child 


were reported in children aged vear. As 


erinatally acquired 
reporting of children with AIDS underestimates 
burden of HIV infection in children. 
r | \ 
HIV cases. Because not all states conduct name-based HI\ 
infection reporting,” estimates of HIV infections umong chil 


time are uncertain than for AIDS cases. 


Availability of highly active antiretroviral therapy (HAART 


has changed the progression time to AIDS; therefore, using 
reported AIDS cases to estimate a among, children 
has been more difficult in recent years. Previous estimates 
placed the peak of HIV-infected infants at approximately 1,650 
n 1991, followed by a steep decline (6). A similar procedure, 


t 


284—367 for the estimatec 


Pe 
which did not produce a point 
. 


number of 
born in 2000 
More recent estimates have used ata from 


35 states’ with confidential, name-based HIV reporting of 





pediatric HIV infections since at least 2002 to extrapolate 
proportionately, on the basis of perinatal AIDS cases, to the 
entire U.S. population. Using this procedure, an estimated 
144-236 HIV-infected infants were born in the United States 
in 2002 (CD( 


unpublished data, 2006). The precision of 


perinatal HIV case estimates should improve as additional 


states adopt name-based HIV-infection reporting. 


Milestones in the Reduction of Perinatal 
HIV Transmission 
HIV testing. | he observed decreases in pediatric AIDS and 


HIV cases likely resulted primarily from increased identifica 
tion of it 1 mothers and exposed infants and timely 
intervention to prevent perinatal HIV transmission (/). The 
need for pregnant women to know their HIV status was rec 
rly in the epidemic as a key step to preventing peri 
nsmission. In 1985, CDC recommended that 
vomen in groups at high risk be offered counseling 
and voluntary HI\ testing (8). At the time, risk based screen 
g tor HIV was recommended because no treatment was avail 
infection; however, many women with HI\ 

identified by risk-based screening. 
a clinical trial determined that zidovudine 
able to reduce perinatal HIV transmission (3), 
1 the American Academy of Pediatrics (AAP) recom 
rsal voluntary counseling and HIV testing for 
egnant women to allow timely prophylactic use of ZD\ 
10). In 1999, the Institute of Medicine reported that the 
lack of timely HIV diagnosis in pregnant women was the larg 
est contributor to continued perinatal transmission in the 
nited States and recommended universal HIV screen 
gnant women with patient notification and the ability 
screening (i.¢e., the opt-out approach). AAP and the 
ollege of Obstetricians and Gynecologists (ACOG 
ed a joint statement in 1999 recommending universal 
opt-out HIV screening for pregnant women (/2). CDC test 
ing guidelines in 2001 recommended routine HIV screening 
as early as possible during pregnancy fot all pregnant women 
with streamlined counseling and consent processes to reduce 


barriers to testing (/3), and in 2003, a letter from CDC to 
U.S. health professionals also recommended the opt-out 
screening approach 14 

Despite such measures, from 2001 to 2004, nearly 7% of 
HIV-infected pregnant women reported from 28 states with 
confidential, name-based perinatal HIV exposure reporting 
since at least 2001 had HIV that remained undiagnosed by 
the time of delivery (Table 1). However, the majority of these 
women delivered in hospital settings, where they might be 
tested. In 2001, CDC recommended rapid or expedited test 


1 


ing for all women during labor and delivery with undocu- 
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mented HIV status (/3). With the approval of a rapid HIV 
Administration (FDA) in 2002, 


] T 
providing testing for women with undocumented HIV status 


test by the Food and Drug 


in labor became more feasible. Such testing allows provision 


of interventions to reduce the risk for transmission of HI\ 


infection even in the absence of treatment during pregnancy. 
T ) 


In 2004, the Mother-Infant Rapid Intervention at Delivery 


study demonstrated that rapid testing was acceptable and fea- 


sible in the delivery setting (/5), and ACOG also expanded 
ts recommendations to include rapid testing for women in 
ibor with unknown HIV status (/6 


HI\ testing dauring pregnancy became more routine 


In the late 1990s, additional ARV medications were devel- 
oped and licensed, and administration of HAART became 
the standard of care, which usually consists of three or more 
drugs used in combination to inhibit viral replication at mul- 
tiple steps of the replication cycle. Such therapy is capable of 
reducing viral replication to levels undetectable by available 
ussays. In 1998, USPHSTF and CDC recommended HAAR 
for pregnant women who required the therapy for their own 
health and recommended that all HIV-infected pregnant 
women be offered combination therapy, while acknowledg- 
ing uncertainty about benefits and risks to the fetus (2/) 


Subsequent studies determined that maternal treatment with 























some areas (e.g., New York state) documented an increasing HAART reduced perinatal transmissions to <2% of deliveries 
proportion of neonatal HIV infections transmitted by women by women with HIV; the risk of mother-to-child transmis 
who tested HIV negative earlier in pregnancy (/ 7). In response, sion was independently correlated with the complexity of AR\ 
ACOG and CDC recommended a routine second HIV test therapy i.e., the number and types of different medications 
during the third trimester for women known to have and with maternal HIV RNA levels (2). Current guidelines 
evated risk for HIV intection tory of sexua rans seem use of HAART (including ZDV whenever pos- 
Litted dis¢ ise [STD] or illicit drug use) and in areas with sible) for women who require it for their own health and for 
ited HIV prevalence amor omen of childbearing age ill women whose plasma HIV RNA levels are >1,000 
16 copies/mL and also recommend that such therapy be consid- 
hou lation epresentative data on prena H] ered instead o lone for women with plasma | 4 
Alc f t HI\ 1 instead of ZD\ th pl HIV RNA 
sting rates do no st, in four states the one ing levels <1,000 copies/mL (22). Certain less complex regimens, 
nfected pregnant women in 1 HIV infection was diag idministered only intrapartum and postnatally to infants, also 
osed before giving birth increased from 68% in 1993 to 81 have been shown to reduce perinatal transmission, although 
1996 (/8). Recently, among all HIV-exposed infants to a lesser extent than when an epartum therapy also was 
reported to CDC through the HIV/AIDS Reporting System administered (23). Such regimens are recommended in the 
HARS) (1 from 28 states with confidential, name-based United States when the mother has not received ARV pro- 
pel HIN exposure reporting for infants who e bor phylaxis during pregnancy, such as women first identified dur- 
jet ng 2001-2004), 93% of mothers had 
Oo HI\ is before o the births of TABLE 1. Number and percentage of HIV*-exposed infants born during 2001-2004, 
fants (Tab! by infection status, period of maternal HIV diagnosis, and maternal receipt of 
:, prenatal care — 28 statest 
Antiretroviral use. [In Febru 994 th 
. , , Infants with 
d 1C Tic DS a | ical iT s Group . . 
I no HIV infection 
PAC TG) 076 demonstrated break infants or with HIV Total 
hs one ; ; 67 with HIV infection HIV-exposed 
Ous | c i) I CI cL viol y | ) . P 
ae infection undetermined infants 
reduction in perinatal H1I\ insmission by ; 
CQUCTION IN | ital HIV transmission by Maternal characteristic No. (%) No. (%) No. (%) 
sing hree-part regimen consis r Oo 
using a three-part regimen consisting of Period of maternal HIV diagnosis 
idministration of ZDV to the mother dur Before delivery at delivery 22( 68.1 6,636 94.1) 6,856 (93.0) 
ing pregnat re ntravenous ZDV\ during After deliver 84 26 164 (2.3) 248 (3.4) 
Period unknow 19 5.9 253 (3.6) 272 3.7 
labor, and ZDV to the infant for 6 weeks ore 
‘ ae Total 323 (100.0) 7,053 (100.0) 7,376 (100.0) 
3). In \pril 1994, CDC issued pro\ isional § 
lel 7Ty\ ' Maternal receipt of prenatal care 
cuidelines fo use to uce perinatal ‘ nan i 
suideines for 21*V use to reduce perinatal Jo visit for prenatal care 33 16.4 303 (6.0) 336 (6.4) 
transmission (/9), and, in July 1994, FDA At least one visit for prenatal care 168 83.6) 4.780 (94.0) 4,948 (93.6) 
approved ZDYV for this use. In August 1994 Total 201 (100.0) 5,083 (100.0) 5,284 (100.0) 
the U.S. Public Health Service Task Force , Human immunodeficiency virus 
USPHSTI 1 | The 28 states with confidential, name-based repc f perinatal HIV exposure since at least 
‘ ind Cl ISSUCG CONSENSUS TCC 2001: Alabama, Arizona, Arkansas, Colorado Sennesl icut, Indiana, lowa, Kansas, Louisiana 
ommendations for use of this regimen to Michigan, Minnesota, Mississippi es Nebraska, Nevada, New Jersey, New Mexico, New 


HI\ York, Ohio 


reduce perinatal transmission (20). 


ydes only 


Oklahoma, South Carolina = is te 
sonsin. and Wyoming 
’ cases with birth history information 


Texas, Utah, Virginia, West Virginia, Wis- 
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atogenic or carcinogenic eftects from some ARV agents in p1 


t 


24). However, analysis of all prospective c: reported 


C: 


\ntiretroviral Pregnancy Registry during January 1989 


2005 identified 1 l table increase in overall risk of 


in humans (25). lox 


nort 
eported 


19992001. 
received some ARV thera 
ARV therapy during th 
HIV-exposed infant 
In the Women and Infant Ira 
transmission decreased f 
ved ho 
2003, when 87 
enson, MD, Nat 
communication, 2006 


Meaith, personal 


Avoidance of breastfeeding. In 1985, 
i calla 


ed as potentially associated with mor;ne 


| 


mission of HI\ 


28). That 


and HIV was isolated from 


aeendionl steam % n with HI’ 
recommended that women with 1\ 
. ’ 

infection av brea ns ¥). Subsequent international 


1 to one half of perinatal HI\ 


transmission among bre: g populations occurred dur 


: » i sabia ] ' r« em } | . ' 
ing breastfeeding (29). Avoidance of breastfeeding is now rec 
ommended in areas, including the United States, where safe 


: KK. Ace 
alternatives are reliably accessible and affordable (30 


Scheduled cesarean delivery. Several studies have confirmed 
that cesarean delivery performed before onset of labor and 
membrane rupture can reduce HIV transmission to infants 
whose mothers do not receive ARV therapy during pregnancy 


or who receive only ZDV (3/,32). Rates of cesarean delivery 


umong HIV-infected pregnant women one large cohort 


increased trom 20% to 44 after presentation of the 
studies in 1998 (33). However, the efficacy of 

' ; 
very in women who have received potent combi 


nation therapy and have low HIV RNA levels 1.000 


>) 


1L) remains unclear (22,3/,32). 


The uncertain ben 
prevention of perinatal HIV transmission is | 
weighed by the potential risks of operative delivery in such 


: ; 
women, given that the risk for HIV transmission is less than 
) | ] ] 

USPHSTFE recommends that scheduled cesarean deli 


women with HIV RNA levels >1,000 


Current Challenges 


[he decreases in perinatal HIV infections and peri 
the United Stat 


11 ' 
pubdlic neat 


continues to occul Nia 1T¢ lOnS Can 


HI\ 


of reported 
unpublished data, 2006) but 
Enhanced primary HI\ 
prevent new infections in 
t perinatal HIV infections. 
fected women also contrib 
tes to ongoing perinat il transmission. Data from HARS for 
luring 2001—2004 indicate that 16% of mothers of 
infected infants had no documented prenatal care visits 
excluding cases where no infant birth history infor 
as available. For many HIV-infected women, men 
ubstance use concerns and HIV-related stigma 
to prenatal care (34). Increasing accessibility 
are services is crucial to sustain and maximize the 

in perinatal HIV infections. 
ant women also might have increased susceptibility to 


HIV infection 


might lead to a substantial number of perinatal transmissions 


35), and infection of women during pre gonancy 


In addition to universal HIV screening as early as pos 
a ; 
sible in pregnancy, CDC now recommends a second HIV test 


during the third trimester for populations of women with 


elevated HIV incidence and rapid HIV testing for women in 
abor with undocumented HIV status (/3). 


| ] } 
i 


Xequirements for lengthy HIV-prevention counseling and 
1 : 


written documentation of informed consent for HIV testing 
might present additional barriers to routine prenatal testing 

Among the 28 states with perinatal HIV-exposure and 
HIV/AIDS reporting through HARS, during 2001-2004, 


approximately 26% of mothers of HIV-infected infants were 
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] ] 1 1 
not recognized as infected with HIV before delivery (Table 1). 
! 
mplioying Opt-Out Cest- 


ing for preg Wnt women compared with opt-in strategies that 


documentation of informed consent 


infants still do not 
prophylaxis Of all 
| 2001—2004 


int HI\ 
ZDV 


| } | 
Vv aurin ibor and 


ystnatal ZDV. Many of 


infected mother to less than 2%. However, barriers to the elimi- 
nation of perinatal HIV infection remain, as the number of 
HIV infections continues to rise among women, and health 
care services are not universally accessed by women in need of 
these services. Finally, the success in reducing perinatal HI\ 
transmission observed in the United States contrasts with the 
situations in poorer countries, particularly in sub-Saharan 
Africa, where perinatal HIV transmission remains largely 
unabated. Continued success in the United States and reduc- 
tion of perinatal HIV transmission in areas where such trans 
mission remains common will require sustained commitment 
to prevention of HIV infection among women and to treat- 
ment for women affected by HIV/AIDS. 

Reported by: / Mo/ 


1/DS Br, ( 


2000 


TABLE 2. Number and percentage of infants born during 2001-2004 reported with 
perinatal HIV* infection who received prenatal, intrapartum, or postnatal 
zidovudine (ZDV) — 28 statest 





Prenatal ZDV intrapartum ZDV Postnatal ZDV 
No. (%) No. (%) No. (%) 








ZDV status 


107 (33.1) 2 (39.0) 190 (58.8) 
(46.1) 133 2) 80 (24.8) 

(1.6 0.3) 0 (0.0) 

62 (19.2) 3 5 < (16.4) 
323 (100.0) 323 (100.0) (100.0) 
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IYY2Z and 
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ama, Arizona 
AIDS cases in the United States sinc V yan, Minnesota, Mississippi, Missouri, Nebraska, Nevada 


suth Carolina, Tennessee, Texas 


with confidential, name-based reporting of perinatal HIV exposure since at least 
Arkansas, Colorado, Connecticut, Indiana, lowa, Kansas, Louisiana 


lew Jersey, New Mexico, New 
Virginia, West Virginia, Wis 
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Evolution of HIV/AIDS 
Prevention Programs — 
United States, 1981-2006 


; . . { 1 j 
When the first cases of what would become known as 


iC quired immunodeficiency syndrome AIT \S) were reported 


n 1981, the magnitude of the epidemic and the numbers of 
leaths were unimaginable. During the next 25 years, an 
unprecedented mobilization of individual, community, and 
government resources was directed at stopping the epidemic. 
CDC currently supports a wide range of human immunod« 


ficiency virus (HIV) prevention activities in the United States, 
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ncluding 1) collection of behavioral and HIV/AIDS case sur- 
veillance data that document trends in the epidemic and risk 


behaviors; programs conducted by state, territorial, and 


local health departments, community-based and national 
organizations, and education agencies; 3) capacity building 
to improve HIV-prevention programs; 4 program evaluation 
to monitor the delivery and outcomes of prevention services; 


researcn 


ind 5 leading to new strategies for preventing trans 


mission of HIV/AIDS. Since 1994, local and state health 
departments have allocated resources 
populations through local community planning processes that 

i j 


involve health departmen ff, prevention providers, and 


to specific programs and 


iffected communit l 


\ three-pronged 
ppro lL } n | ) sting oft ] prevention 
ipproach Nas been developed, ¢ SISTINE r |) preventior 


risk for contracting HIV; 


2) HIV counseling, testing 1 referral services; and 3) pre 


tivities directed 


vention activiti health of persons 


living with HIV and | venting further transmission 


Persons at High Risk for Contracting HIV 


Che first HIV-prevention programs in the United States were 


initiated in 1982 predominantly DY 


n San Francisco, California, and New York 
nd other early HIV-prevention activities pri 
1ed to increase AIDS awareness, reduce 
mission, and provide basic infor- 


ymptoms, likely transmission routes, and 


| hment of the National 
AIDS Information Linge National AIDS Clk 


4 ‘ tr) rh ’ tr , ] \ y ‘ 
rhouse LYS n the natlonwide America 


ee . ; : 
Xesponds to AIDS public information campaign (198 nk 


distribution of 1 brochure pre 


1 General rett 
sublic health 
residential mailing 


CDC programs during the 


( 4 | | | | | | 
MOUS addressed high-school and college aged 


populations persons at increase risk for HI\ racial and eth 


nic minority populations, perinatal transmission, and health 


, ;' 
care workers (3). These programs increased basic knowledge 


ibout HIV transmission and prevention, reduced risk behav 


ior within popu s at high risk for infection, and decreased 


negative attitudes toward persons living with HIV/AIDS (4). 


However, as tant as these gains were, they were not 
sufficient to n behavior change among some persons at 
high risk for HIV infection. More intensive, targeted interven- 
tions were developed, including the five-city CDC AIDS Com- 


munity Demonstration Projects (1989), which produced 


effective, community-level interventions for difficult-to-reach 
populations that led to increased condom use with main and 
nonmain sex partners (5). A wide range of behavioral interven- 
tion strategies, operated at individual, small-group, and com- 
munity levels, and complemented by structural interventions 
and medical/technological advances, has been implemented for 
persons at high risk for HIV infection (Table 1) (4). 
Behavioral interventions were observed to substantially 
reduce HIV risk while remaining cost effective or cost saving 


le range of populations at high risk (4). The CD¢ 


for a wic 
HIV Prevention Research Synthesis Project has conducted 
meta-analyses of data from scientifically rigorous intervention 
trials since 1996. These analyses have determined that behav 
ioral interventions substantially reduce sexual risk among 
young adults, men who have sex with men (MSM), hetero 
sexual men and women, and drug users (6—9). More than 50 
interventions for populations at high risk have been identi 
fied that meet stringent criteria for efficacy and scientific rigor 
(10-12). A growing number of these evidence-based inter 
ventions have been packaged for use in local HIV-prevention 


programs (/3,/4). These packages, or kits, and training on 


how to use them are available through the CDC Diffusion of 
Effective Behavioral Interventions (DEBI) project (Table 2) 
(15). In addition, CDC supports a wide range of other activi- 
ties designed to build the capacity of local HIV-prevention 


providers and their organizational infrastructures (Table 3). 


HIV Counseling, Testing, and Referral 
Services 

In 1983, identification of HIV as the cause of AIDS (16,17 
made possible the development of tests to detect the virus. In 
January 1985, the U.S. Public Health Service (PHS) issued 
provisional recommendations for screening donated blood and 
plasma in anticipation of a commercial HIV-antibody test (/8). 
lhe first test for HIV antibody was licensed by the Food and 
Drug Administration in March 1985 and was widely imple- 
mented in blood banks, plasma collection centers, health 
departments, and clinical-care settings. Concurrent with 
licensing of the new test, PHS announced availability of fund- 
ing for health departments to establish test sites that would 
provide an HIV-test alternative to blood donation for persons 
at high risk to enable them to learn their HIV-antibody sta- 
tus. By the end of 1985, a total of 874 alternate test sites had 
been established, and 79,100 persons had been tested (79). 

In 1986, new recommendations published by CDC sub- 
stantially expanded use of HIV-antibody testing (20). These 
recommendations encouraged confidential and anonymous 
HIV-antibody testing of persons at high risk in combination 


with risk-reduction counseling and, for HIV-seropositive per- 
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TABLE 1. Characteristics and examples of intervention for selected HIV* prevention programs, by level of intervention 





Level of 


intervention Characteristic 


Example of intervention 





Individual 
participating in intervention activities 


Information delivered in one-on-one setting by professionals, peers 


and/or media targeted to individual 
Limited number of persons reached 


Often provides the most flexibility to meet client needs 


Small group Directly influences knowledge, attitudes, and behavior of persons 
participating in intervention activities of newly formed or existing groups 


Activities conducted with couples, small groups, or families that use 


professionals, peers, and/or media targeted to gro 
Moderate numbers of people reached 
Some flexibility to meet needs of individuals 


t 


Directly and indirectly influences knowledge, attitudes 


of entire communit V 


Often focus on changing social norms 


Might have multiple intervention components that use 


tip 
professionals and/or targeted mass media 
Large numbers of persons reached 


Little flexibility to meet needs of individuals 


Structural j 


Directly influences knowledge, attitudes, and behavior of persons 


JU 


ind behavic 


Indirectly affects risk behavior by changing structures, laws, or policies 


HIV counseling, testing, and referral 
Risk-reduction messages delivered by health-care 
providers 

Comprehensive risk counseling and services 
(formerly known as prevention case management) 


Interventions for HIV-serodiscordant couples 
Single-session and multisession group 
interventions 

Programs that train groups of parents to talk with 
their children about HIV 


Mass media and social marketing campaigns 
Dissemination of prevention messages by peers 
Community mobilization 


peers or 


State laws permitting rapid testing in nonclinical 


that might influence transmission risk or the availability of prevention settings 


nformation or tools 


Changing policy/law might require few resources but implementing 


structural changes might be expensive 
Affects large numbers of persons at the city, state 


Not tailored to individual needs 


Directly and indirectly affects risk through scientific advances in medica 


3 


Technological 


prevention technologies 


Can affect HIV transmission but depends on other intervention strategies 
to motivate dissemination and adoption by community members and 


proviaers 


Can affect large numbers of persons but cost and other factors might 


limit access 


care and other fields that reduce infectivity or provide new/impro 


Workplace policies that support providing HIV- 
prevention information 
Reducing cost/increasing availability of condoms 


national level 


Rapid HIV testing 

ved Screening of blood supply 

Use of antiretrovirals to prevent perinatal 
transmission 

Microbicides 

Postexposure prophylaxis 

Preexposure prophylaxis 

Preventive vaccine 

Male circumcision 





*Human immunodeficiency virus 


sons, referral of sex and needle-sharing partners for medical 
evaluation and testing. Since then, the number of CDC- 
supported test sites has increased to approximately 11,000, 
providing approximately 2.2 million HIV-antibody tests in 
2004 (CDC, unpublished data, 2006). 

For most of the epidemic, HIV-antibody testing has required 
two visits. The first visit consisted of a pretest counseling ses- 
sion and a blood draw, but test results and posttest counseling 
were not provided until the second visit (usually 2 weeks after 
the blood draw), after completion of the laboratory test. The 
need for a second visit posed a major barrier; depending on 
the setting and population, 10% to >50% of persons tested 
failed to return for their results (2/,22). 

Counseling was initially based on standard messages about 
the test, the meaning of positive and negative test results, and 


risk reduction. Early studies of HIV counseling and testing 


observed considerable reductions in risk among persons who 


learned that they were HIV seropositive but found little change 


among those who were HIV seronegative (23). On the basis 
of these findings, CDC recommended a shift to client- 
centered counseling that emphasized increasing the client's per- 
ception of risk and developing a personalized risk-reduction 
plan (24). This approach substantially increased condom use 
and decreased new sexually transmitted diseases (STDs) among 
HIV-seronegative patients at STD clinics (25). 

In recent years, CDC has issued new guidelines and sup- 
ported new initiatives to make HIV-antibody testing more 
accessible, incorporate advances in testing technologies, bet- 
ter integrate testing into routine medical care, recognize 
resource and provider constraints, and accommodate the 
diverse needs and preferences of persons seeking testing 
(26,27). The availability of oral fluid, urine, and finger-prick 
testing, along with rapid tests, has made it easier to provide 
HIV testing in a wide range of clinical and nontraditional 
settings and has led to new strategies for reaching more per- 


sons with undiagnosed HIV infection (26). Rapid tests pro- 
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TABLE 2. Selected HIV preventive interventions from the CDC Diffusion of Effective Behavioral Interventions (DEBI) Project 
Intervention Study population Description 





Main outcomes 





vention focused on risk reduction throug ¢ Increased mean stage-of- 


Community Promise 
‘ nmunity niection-drua rs (IDUs Jistributior Jel stories and prevention materials change scores on condom use 


€ g information about HIV risk behav th main partner (differentia 
ies based on persona vange between arms, mean = 
members, and recruiting and training peer 0.19, 95% confidence interval 
r del stories and preventior [C 0.01-0.38, p<0.05) 
ased mean sta 
ndom 


vith nonmain partner 


tial change Detween 


MPowerment Project 


postinterventio 


S test Z 


Popular Opinion Leader 


RAPP (Real AIDS 
Prevention Project) 


Safety Counts 


SISTA (Sisters Informing 
Sisters on Topics about 
AIDS) 


Street Smart 


Voices/Voces 


Healthy Relationships 


Holistic Health Recovery 
Program 


Together Learning Choices 


Jestructive mo 





nal researcn r 
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TABLE 3. Selected CDC activities for building HIV* prevention program capacity 








Activity Description Website 
National Prevention Information Network Provides a national database of HIV-prevention resources and http://www.cdcnpin.org 


programs that can be accessed by telephone or the Internet 





Prevention Research Synthesis Project Analyzes and summarizes research on HIV-prevention http://www.cdc.gov/hiv/topics/research 
PRS nterventions; identifies effective interventions prs 
Replicat Effective Programs Project Packages effective interventions for dissemination http://www.cdc.gov/hiv/projects/rep 
REP 
Disseminates effective interventions to health departments http://www.effectiveinterventions.org 
and community-based organizations 
Provides technical assistance to community planning http://www.cdc.gov/hiv/cba/publications 
ips (CPGs), and Health Departments in a variety of techassistance.pdf 


content and issue areas 














stitute for HIV Prevention Leadership Provides comprehensive, capacity building education http://www. ihpl.org 
designed specifically for HIV-prevention program managers 
rk in community-based organizations (CBOs 
e t R ner c “mthan = rn =) re f arnan > n htth AYAIAY lal +\ ~ Cc tr 
S ty Build Assistance P J Strengthens the -preve f organizations ittp://www.cdc.gov/hiv/cba/tools 
8 rving racial and ethnic minority p ations cbadirectory.pdf 
eTn \V/ + T r Cont Cc 1 ~ nal trainina 70 1h “nen ya ne nyc > stan an rc 
STD/HIV Preve 1g Center P regional tra J of behavioral interventions and http://depts.washington.edu/nnptc 
f mative researct 
Ame n Psychological Association Provides local consultation and hands-on assistance by http://www.apa.org/pi/aids/bssv.html 
Behavioral and Social Science participating behavioral and scientists 
teers Proarar 
Ldowmnan imp noadof an e 


] 


] I | 
duce results in 20 minutes and make it possible to give HIV 


nd provisional HIV-seropositive test results in a 


s 
c 
$9 
» 


increasing the percentage of persons who 


Visit to more than 95% in 


receive their test results in a single 
many testing programs (28,29). CDC also is developing rec- 
ommendations to make HIV screening a routine part of medi- 
cal care, remove barriers that hamper early HIV diagnosis and 
treatment, and demonstrate | 


Hite: 
or testing in clinical and nontraditional settings. 


ind disseminate effective models 


Persons Living with HIV 


Th 
Atl 


wailability of highly active antiretroviral therapy 


HAART) in the mid-1990s 


1 
related deaths and a new era in which many persons newly 


1 
| 


led to a dramatic decline in AIDS- 


diagnosed with HIV can expect to 
lives that extend for decades. This 





ead active and productive 


eatment breakthrough 


underscored the need for additional prevention services fot 
2 million persons living with HIV in the 


\lthough most persons who have HI\ 
infection diagnosed reduce or eliminate behaviors that place 


themselves at risk for STDs and transmitting HIV to others, 


ome do not eliminate risk behaviors, and others resume risk 
yehaviors later in life (23,3 
11 
Historically, most prevention programs were designed to 


' 


iddress the needs of persons who were at risk for contracting 


HIV. During the first decade of the epidemic, fewer prevention 
programs focused on persons living with HIV with the follow- 
ing notable exceptions: 1) measures to prevent perinatal trans- 
mission; 2) HIV counseling, testing, and referral programs to 
identify undiagnosed HIV infections and to provide HI\ 

seropositive persons with risk-reduction counseling, partner 
referral services, and referrals to medical care and other 
supportive services around the time of di gnosis; 3) prevention 
case management for HIV-seropositive and other persons with 
multiple needs; and 4) pioneering community and health 


department-based programs that integrate prevention with 


»? 


) 


medical or social services for persons living with HIV (. 

In 2001, CDC introduced the Serostatus Approach to Fight 
ing the HIV Epidemic (SAFE), which defined a framework 
for improving the health of persons living with HIV and pre- 
32). In 2003, CDC imple 


mented the Advancing HIV Prevention (AHP) initiative (26), 


venting transmission to others 


which formally adopted prevention with persons living with 
HIV as a core element of a comprehensive approach to HIV 
prevention. AHP funded large-scale demonstration projects 
to evaluate public health strategies for identifying undiagnosed 
HIV infections and preventing transmission by persons living 
with HIV (26). 

Recommendations were made to incorporate HIV preven- 


> 


tion into the medical care of HIV-seropositive patients (33). 
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lytic study of 12 HIV eri ils published during 1988 
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Successes and Current Challenges 
( aalilie wances the prevention of HI\ 
ind donot 
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S000 
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H1V-prevention programs must continue to evolve to 
iddress these challenges, incorporating biomedical advances 
and findings (e.g., preexposure and postexposure prophylaxis, 
microbicides, male circumcision [42], vaccine development, 
and effects of antiretroviral treatment on infectivity) and 
innovations in HIV-testing technologies, and other break- 
throughs. New interventions are needed for underserved popu 
lations at high risk, to improve effectiveness of existing 
interventions, and to further develop the capacity of health 


j 


departments and community-based organizations to imple 


1 1 


ment effective behavioral and public health interventions. In 


addition, the need continues for CDC and its local, state, and 


national prevention partners and affected communities to work 
gether to improve the quality and efficiency of HIV 
vention programs to best serve the prevention needs of 


sons who are al risk ror O! | 


ving with HIV infection 


»} \\ 


Reported by: / 








Vol. 55 / No. 21 





AIDS 2006 


Notice to Readers 


Annual Conference on Assessment 
Initiative — August 15-17, 2006 


Annual Conference on Assessment Initiative will be 


ld August 15-17, 2006, in Atlanta, Georgia. The purpose 


of this meeting is to share information on innovative systems 
1 1 ] ° ] 
ind methods that improve the manner in which data are used 


to inform public health programs, services, and policies at the 


state and local level. Sessions will cover data dissemination, 


1 1 
ipplied data analysis, presentation techniques, and commu 


nity health assessment processes and outcomes. The confer 
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Dead Errata: Vol. 55, No. 20 
issessment. eadiine 


a ee On page 570, in Table I, “Provisional cases of infrequently 
reed. Reservations can b reported notifiable diseases (<1,000 cases during the preced 
SY Se ae ig year) — United States, week endin 
SUU-S94 'é 


is May 20, 2006 (20th 
104-659-6500 deadline | Week 


th 


in the row, “Influenza-associated pediatric mortal- 
7 


in the column “Current week,” tl 


he number should be 0; 
| should be 30, and in 
port 


1e total 
porting cases during current week (No 

11 1 «<« 
itrv should be made. 1] 


Av ihe 


in the column “Cum 2006,” tl 
the column “States re 


no el 


footnote should read: “Of 

the 35 cases reported since October 2, 2005 (week 40), only 

33 occurred during the current 2005—06 season. 
()n 


yave 57 
nm page ') 


otifiable diseases, United Stat 


in Table II, “Provisional cases of 


eks ending May 20, 2006, 
21, 2005 (20th Week 1e column, “Cum 2005, 
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it should be 709 
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QuickStats 


FROM THE NATIONAL CENTER FOR HEALTH STATISTICS 


Percentage of Persons Aged 18-49 Years with HIV* Infection, 
by Age Group and Race/Ethnicity — United States, 1999-2002 





/ 
BB All persons 
[_] White, non-Hispanic 
Black, non-Hispanic 
C) Mexican American’ 











1 
1 
14 T 
| - . | 
| o- i. 
Age group (yrs) 


* Human immunodeficiency virus 

A total of 32 persons tested positive for HIV antibody out of 5,926 persons 
tested, including zero non-Hispanic whites in the group aged 40—49 years 
Data are weighted to represent the total civilian, noninstitutionalized U.S 
household population 
Includes persons of all races/ethnicities, not only those shown separately 

‘Persons in this subpopulation might be of any race 

** 95% confidence interval 


During 1999-2002, the seroprevalence of HIV was 0.37% among persons aged 18-39 years and 0.54% among 
persons aged 40—49 years. Among persons aged 18-49 years, the highest percentage of HIV infection (3.58%) 
was among non-Hispanic blacks aged 40—49 years. These prevalences likely are underestimates of HIV infection 
because the survey sample is the U.S. household population and excluded homeless persons and those in 
institutions, who might be at higher risk for infection. 


SOURCE: McQuillan GM, Kruszon-Moran D, Kottiri BU, et al. Prevalence of HIV in the US household population: the 
National Health and Nutrition Examination Surveys, 1988-2002. J Acquir Immune Defic Syndr 2006;41:651-6. 
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TABLE |. Provisional cases of infrequently reported notifiable diseases (<1,000 cases reported during the preceding year) — United States, 


week ending May 27, 2006 (21st Week)* 





5-year 


Current Cum weekly Total cases reported for previous years 





Disease week 


2006 average’ 2005 


2004 2003 2002 2001 


States reporting cases during current week (No.) 
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TABLE Il. Provisional cases of selected notifiable diseases, United States, weeks ending May 27, 


2006, and May 28, 2005 (21st Week)* 





Chlamydia‘ 
Previous 


Coccidioidomycosis 
Previous 
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Previous 





Current 52 weeks 
week Med Max 
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Reporting area 2006 
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2005 
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TABLE Il. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending May 27, 2006, and May 28, 2005 
(21st Week)* 





Haemophilus influenzae, invasive 














Giardiasis Gonorrhea All ages, all serotypes 
Previous Previous Previous 
Current 52 weeks Cum Cum Current 52 weeks Cum Cum Current 52 weeks Cum Cum 
Reporting area week Med Max 2006 2005 week Med Max 2006 2005 week Med Max 2006 2005 
United States 328 1 f 4 3 6,628 14,136 125,314 128,379 { 14 812 1,058 
New England 4 4 108 88 2 106 2 285 
3 8 4 
49 
) 4 
BE 
Mid. Atlantic 4 
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W.N entra 
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Mountain 4 
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) 4 
5 | 
Pacific ¢ Af 
K 19 
f 48 13.1 
f IRE ) 
i 64 9 
1 BOF 41 4 
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J U 
ft t 
v i J 
N ported ASE N: Not tifiable im: Cumulative year-t Jate unts Med Median Max: Maximurr 
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TABLE Il. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending May 27, 2006, and May 28, 2005 


(21st Week)* 





Hepatitis (viral, acute), by type 





A 


B 


Legionellosis 





Previous 
Current 52 weeks 


Reporting area 


week Med Max 


Current 
week 


Previous 


52 weeks 
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Cum 
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Previous 
Current 52 weeks 
week Med Max 
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Arizona 
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TABLE Il. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending May 27, 2006, and May 28, 2005 


(21st Week)* 











Lyme disease Malaria 
Previous Previous 
Current 52 weeks Cum Cum 52 weeks Cum Cum 
Reporting area week Med Max 2006 2005 Max 2006 2005 





United States 


New England 


Mid. Atlantic 


E N Central 
W.N. Centra 
S. Atlantic 

E.S. Central 


W.S. Central 


Mountain 


Pacific 
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TABLE Ii. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending May 27, 2006, and May 28, 2005 


(21st Week)* 





Meningococcal disease, invasive 





All serogroups Serogroup unknown 


Pertussis 





Previous Previous 
Current 52 weeks Cum Cum Current 52 weeks Cum 
Reporting area week Med Max 2006 2005 week Med Max 2006 


Cum 
2005 


Previous 
Current 52 weeks Cum Cum 
week Med Max 2006 2005 





United States 1 y 8 547 618 
New England 1 1 y 37 


Mid. Atlantic 


E.N. Central 


W.N. Central 


E.S. Central 


Kent 


W.S. Central 


Mountain 


Pacific 


he) 44 BE 
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TABLE Il. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending May 27, 2006, and May 28, 2005 


(21st Week)* 





Rabies, animal 


Rocky Mountain spotted fever 


Salmonellosis 





Previous 
Current 52 weeks Cum 
Reporting area week Med Max 2006 


Previous 
Current 52 weeks Cum 
week Med Max 2006 


Cum 
2005 


Previous 
Current 52 weeks Cum 
week Med Max 2006 





United States 


New England 


Mid. Atlantic 


E.N. Central 


W.N. Central 


S. Atlantic 


E.S. Central 


W.S. Central 


Mountain 


Pacific 


245 409 


10.345 
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TABLE Il. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending May 27, 2006, and May 28, 2005 


(21st Week)* 





Shiga toxin-producing E. coli (STEC)' 


Shigellosis 


Streptococcal disease, invasive, group A 





Previous 
Current 52 weeks Cum Cum Current 
Reporting area 


Previous 


52 weeks Cum Cum 


Med Max 2006 2005 


Previous 
Current 52 weeks Cum 
week Med Max 2006 


Cum 
2005 





week Med Max 2006 2005 week 
United States ; 54 OF 4 61f 146 
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TABLE Il. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending May 27, 2006, and May 28, 2005 
(21st Week)* 





Streptococcus pneumoniae, invasive disease 
Drug resistant, all ages Syphilis, primary and secondary Varicella (chickenpox) 
Previous Previous Previous 
Current 52 weeks Cum Cum Current 52 weeks Cum Current 52 weeks Cum Cum 
Reporting area week Med Max 2006 2005 week Med Max 2006 week Med Max 2006 2005 


United States 








New England 


Mid. Atlantic 


E.N. Central 


W.N. Central 


S. Atlantic 





E.S. Central 


W.S. Central 


Mountain 


Pacific 
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TABLE Il. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending May 27, 2006, and May 28, 2005 


(21st Week)* 





West Nile virus disease’ 





Neuroinvasive 





Previous 
Current 52 weeks Cum 
Reporting area week Med Max 2006 


Non-neuroinvasive 





Previous 
Current 52 weeks Cum 
week Med Max 2006 





United States 
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TABLE Ill. Deaths in 122 U.S. cities,“ week ending May 27, 2006 (21st Week) 





All causes, by age (years) 


All causes, by age (years) 





Reporting Area 





All 
Ages 


| 





Pal’ 
Total 


Reporting Area 





All 





Pal’ 
Total 





New England 
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>65 45-64 ee | me <1 
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FIGURE |. Selected notifiable disease reports, United States, comparison of 
provisional 4-week totals May 27, 2006, with historical data 


Ratio (Log scale)’ 
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